Introduction
The 2010 Global Burden of Diseases, Injuries, and Risk Factors Study (GBD)-a joint study by the World Health Organization (WHO) and seven institutions from Japan, the US, and the UK-showed that, "with medical and developmental advancement, food shortage has been resolved, the number of deaths has decreased, and the world population has notably aged, while many people are living with burden from 'mental illness, chronic pain, and trauma' and risk factors such as 'obesity and lack of exercise'" [1] . Furthermore, in the past 20 years (1990-2010), analyses of injuries or illnesses causing death and disabilities using disabilityadjusted life years presented the following evidence: "the main factor of the global disease burden was deaths of children under five years old, but presently, majority of the factors are musculoskeletal disorders, mental illnesses, trauma, etc., and such burden increases as people live longer" [2] . Many countries are facing such changes in disease structure, and, as noninfectious diseases have now become a global threat [3] , transition in the medical and social security system from focusing on "cure" to "support" is desired.
Japanese Health Policy on "Lifestyle Diseases"
Japan is aging faster than the rest of the world is, and we must respond to a decreasing birthrate and an aging population. Japan's new vision for health care measures is to further develop and lead the world as a maturing nation ("Japan Vision: Healthcare 2035") [4, 5] . "Japan Vision: Healthcare 2035" aims to achieve a paradigm shift toward "care-centered healthcare, " "quality improvement, " "patient-centered values, " "discipline by concerned parties" and "integration" by 2035 [6] .
On prevention of "trauma, " the authors propose the application of the concept of health promotion and disease prevention and present a fundamental review for understanding trauma medical care for the promotion of healthcare and welfare measures for people with physical disabilities (Table 1 ) [7] .
In Japan, as a measure against "'obesity and lack of exercise' , which are risk factors for disease burden. " "Healthy Japan 21" promotes taking steps against lifestyle diseases such as diabetes, cardiovascular disease, cancer, and so on. Especially, as steps against "cancer, " the leading cause of death in Japan, the "Cancer Control Act" was established in 2006 Open Access 2 and promotes the implementation of primary, secondary, and tertiary comprehensive prevention measures in addition to "Healthy Japan 21" as a part of Evidence-Based Public Health (EBPH). The information necessary for EBPH on cancer countermeasures is gathered based on the Cancer Control Act through the "National Cancer Registry" system started in 2016 [8] . All data from those diagnosed with cancer in Japan are collected and stored in this database. These data are compiled and disease, prevalence, and survival rate data for each site are published as "cancer statistics" along with demographic mortality data [9] .
For "whom and how" are such cancer statistics useful? [10] First, municipalities and experts on cancer care use such data for quality management and improvement of cancer screening and other services provided. Second, such data are used as evidence for planning regional medical policies and national cancer countermeasures. Third, the data benefit "'all citizens performing health promotion activities' , including those diagnosed with cancer. " For example, "cancer survival rate" is necessary for "people who are performing health promotion activities to prevent cancer (=primary prevention)" as well as for "those diagnosed with cancer (=cancer patients)" to select treatment and self-determine future health promotion activities (=tertiary prevention) ( Figure 1 ) [11] . To calculate reliable survival rates, a highly precise prognosis survey is crucial.
Japanese Health Policy On "Trauma And Injury"-Is Evidence-Based Public Health Unnecessary for Measures Against Trauma, Injury, and Sequelae?
In Japan, health policies for "chronic pain, and trauma, " previously indicated as "disease burden" are mostly limited to "responses by experts from each field of medicine. " In the field of healthcare and welfare, other than for "abuse, " policies are limited to measures against sequelae and disabilities resulting from "trauma" and are implemented as "efforts for each type of disability. "
In Japan, since the 1960s, the number of injuries and deaths from traffic-related trauma has increased rapidly while the rate of emergency care has increased. With such changes, the estimated number of "those with sequelae and acquired disabilities from trauma" has increased, making it a social issue ( Figure 2 ) [12] [13] [14] . Therefore, a preventive approach for traumas came to be promoted by departments other than the public health department, including 1) "measures against traffic accidents and prevention of injuries" by the National Police Agency and Ministry of Land, Infrastructure, Transport and Tourism and 2) "early transportation and emergency medical care" by the Fire and Disaster Management Agency and medical institutions.
According to Japan's epidemiological statistics on trauma, in the 2014 patient survey conducted by the Ministry of Health, Labor and Welfare that reported the estimated number of patients for each category of injuries and illnesses to have received treatment in all medical facilities in Japan ( Table  2 , Supplement 1), we cannot find major differences in "onsets" between diseases caused by "XIX External causes such as injuries, poisoning, and others" and "II Neoplasm. " Presently, epidemiological statistics on trauma • With high economic growth since the end of World War II [12] , "the number of traffic accidents" and "deaths and injuries from traffic accident related trauma" has increased rapidly, especially since the 1960s, making it a social problem [13] .
•
The number of traffic accidents peaked in 1970 and then decreased rapidly (improved) for a while. However, owing to the increase in car ownership over the same period [14] , the numbers of accidents, deaths, severe injuries, and injuries all increased. Subsequently, owing to a time lag in "the second peak and subsequent decrease (=improvement)" in "the numbers of accidents, deaths, severe injuries, and injuries," the number of patients surviving trauma and returning to normal daily and social life while experiencing sequelae and acquired disabilities following emergency medical care (=people with disabilities) might have increased.
Definition of "primary, secondary, and tertiary" prevention of "trauma" cf. Definition of "primary, secondary, and tertiary" prevention for "health promotion and disease prevention"
Primary prevention
To prevent the occurrence of injuries due to traffic accidents, tumble-falls, and collapses (=injury)
To improve one's lifestyle and promote health, to prevent lifestyle-related diseases, etc.
Secondary prevention
Early transportation and life-saving care, emergency medical care, acute injury care, early detection of sequelae, and early treatment Health examinations, etc., for early detection and early treatment
Tertiary prevention
To prevent the functional, psychological, and social degradation of quality of life for sequelae and disability and to promote social reintegration and resumption of school, work, and everyday life Care required after disease onset, maintenance, and recovery of function Table 1 : Definition of "primary, secondary, and tertiary" prevention for "trauma" and "health promotion and disease prevention."
[Tachibana et al. [7] has been revised] (in Japanese)
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O p e n H U B f o r S c i e n t i f i c R e s e a r c h Open Access are limited to "patient registration at the onset of injuries and illnesses" and collection, accumulation, and use of "'qualitative and quantitative preventive epidemiological data for evaluation of intervention effects' and 'care and needs for each stage' in healthcare, medical and nursing care, and welfare associated with long-term prognosis of trauma. " As such, information on "type of sequelae, complications, secondary diseases, and disabilities that may affect patients after treatment of acute-phase trauma" or "type and degree of intervention needed for such conditions" in each region are notably insufficient in Japan (Table 2 ) [15, 16] .
The estimated number of patients for each category of injury and illness to have received treatment in all medical facilities in Japan on the survey data is presented in Table 2 (unit [1, 000] , % of the total): 144.9 (11.0%) "Hospitalizations" and 231.6 (3.2%) "Outpatients" for "II Neoplasm, " and 131.3 (10.0%) "Hospitalizations" and 306.5 (4.2%) "Outpatients" for "XIX External causes such as injuries, poisoning, and others. " Diseases caused by "XIX External causes such as injuries, poisoning, and others" are similar to "II Neoplasm. "
Supplement 1 "Patient survey" overview
The patient survey was implemented each year as a one-day survey based on medical records of patients. However, since 1984, the contents were improved, the number of participants was increased to enable regional representation, and the survey frequency was reduced to once every three years; it was implemented with the survey of medical facilities.
Survey date
This was a specifically designated day for each medical facility (between Tuesdays and Thursdays) in October of each survey year. As for clinics, since 2005, Thursdays were excluded as many clinics are closed then, and Tuesdays, Wednesdays, and Fridays were selected. For discharged patients, this date was designated as one month between September 1 and 30 of each survey year.
Survey methods
The methods noted by the manager of each medical facility.
Survey system
Ministry of Health, Labour and Welfare, prefecture, health centers, medical facilities, cities with healthcare centers, and special zones.
Classification of injuries or illnesses
Injuries and illnesses in this survey are classified using "The International Classification of Diseases-10" (ICD-10; 2003) by the WHO.
[Excerpt from "1.Estimated number of patients and Table" "2.Estimated number of patients for each type of facility for each category of injury and illness" in the "2014 patient survey, " edited by the authors.]
For 2025 as a goal, in Japan, an "integrated community care system" consisting of two concepts-community-based [17] and integrated care [18] is being promoted. In a mature care-centered society, the need for highly precise information on "prognosis of trauma" for "those experiencing trauma (=trauma patients)" in "selecting treatment and rehabilitation measures to minimize sequelae and disabilities and for self-determination of future plans" is probably similar to the cancer statistics available for cancer patients.
Trauma could also "be a cause of acquired disabilities (=midlife disability). " If we consider "acquired disabilities as 'the course and outcome of injuries and illnesses such as trauma' , " disabilities can be re-evaluated as "the subject of public health approach" in an epidemiological longitudinal study. In the past, healthcare and welfare measures for people with physical disabilities have been examined through cross-sectional studies.
On the timing of medical care and welfare service interventions. However, a longitudinal study will provide an "understanding of diseases from the perspective of concerned parties as survivors. " In Japan, it is now important to discuss ways to value primary, secondary, and tertiary preventive medical approaches for "trauma. "
We have proposed to review the medical care for "trauma" to foster the promotion of healthcare and welfare measures for people with physical disabilities (Table 1) [7, 19, 20] . In mature societies with improved medical standards, including Japan, by viewing trauma care as "medical care for 'a health hazard that could cause and impact the degree of disability, ' depending on the intervention effect on prognosis, " "tertiary prevention" of traumas could be enhanced (Figure 3) . Thus, while searching for possibilities of implementing a collaborative database project on the longterm prognosis course of trauma in Japan, [20] we searched for a concrete, evidence-based measure to change the healthcare and welfare activities for people with physical disabilities. Based on these results, in the next chapter, we will switch our viewpoint to that of healthcare and welfare measures for people with physical disabilities to comprehensively review the connection to trauma care and introduce studies presently progressing toward the "development of a regional model" on healthcare and welfare measures for people with physical disabilities.
Research and Development of Regional Models for Progressing Toward Establishment of a "Prognosis (Outcome) Information System" and A "Disability Registry" Using the Clinical Efficacy Database
In Japan, the Basic Act for People with Disabilities defines "people with disabilities" as those "who have physical, cognitive, psychological (including developmental) disabilities, or other mental or physical dysfunctions (referred to collectively below as "disabilities") and whose daily and/or social lives are significantly and continuously restricted by these disabilities and/or by social barriers" [21] . The total number of people with disabilities in Japan, as of March 2015, was 7.879 million people, which is approximately 6.2% of the total population. With the aging of the society, this number has been increasing steadily in addition to the number of people with disabilities who live in their own homes and/ or attend day-care centers.
In Japan, all citizens are guaranteed access to necessary medical treatment by the National Health Insurance System (=universal health coverage) [22] . However, due to the low birth rate and societal aging, difficulties related to the state of public finance continue, and, therefore, it is necessary to invest the scarce resources efficiently. To help achieve this, the present author focused on "clinical efficacy information" as part of the movement toward a sustainable health policy for people with disabilities. "Clinical efficacy information, " according to the Japanese Ministry of Open Access
Sci Forschen
O p e n H U B f o r S c i e n t i f i c R e s e a r c
5
Health, Labor and Welfare, promotes and coordinates the maintenance and organization of patient information related to the diagnosis, treatment process, treatment efficacy, and so on, of patients examined and/or treated at all medical institutions in Japan. These data are being collected, analyzed, and published nationwide and are being maintained as a database to improve the quality of medical treatment [23, 24] . It is encouraged to structure the database based on injuries/diseases [25] [26] [27] , and progress is currently being made on examining the links between and the efficient operation of each Clinical Efficacy database [28, 29] . However, the bulk of each Clinical Efficacy database consists of the registry information of patients examined and/or treated at medical institutions, classified by disease/injury (referred to below as the "Medical Treatment database"). To evaluate the clinical efficacy of such databases, it is important to assess the outcomes through a follow-up study, but it is currently difficult to make a satisfactory assessment of outcome information.
In this context, a Comprehensive Nursing-Care Insurance database (referred to below as the "Nursing database" [30] is currently being established as one body of information corresponding to "essential outcome information" within the clinical efficacy information to promote effective use of the data. Information related to the use of the Nursing Care Insurance System [31] , is brought together in the form of nursingcare receipt data via the National Health Insurance Organization, which is the healthcare billing and payment organization. Subsequently, after anonymization of these data, they are included in the Ministry of Health, Labor and Welfare's nursing database. However, the Nursing and Medical Treatment databases are managed and run separately, and it is, therefore, necessary to establish a system that links the two. In addition, information included in the Nursing database consists of data about people covered by the Japanese nursing-care insurance system, and, therefore, it is restricted to people aged over 40 years. Thus, the Nursing database does not include information about people who do not have access to the nursing-care insurance system-specifically, those aged below 40 years.
As one achievable outcome information area, the present author proposed the establishment of an Injuries Health and Welfare database. Currently, it is compulsory for local governments to control information related to the health and welfare of people with disabilities, such as information in the "Certification for Persons with Physical Disabilities" (referred to below as "information about people with disabilities") using a logbook. This is the responsibility of prefectural governors, mayors of cities designated by ordinance, and mayors of core cities [32] , but these parties have not yet made full use of such information for purposes such as analysis and evaluation of health policies for people with disabilities. However, in future, to promote the development of more effective and efficient health policies for people with disabilities, it will be necessary to establish an "informational environment" that involves the accumulation and full use of epidemiological data and other such information related to injury-related health and welfare to evaluate policies and design effective interventions. If an Injury Patients database covering both acquired and congenital disorders is established as an Injured/Ill Registry, similar to the Cancer Registry, it should be possible to evaluate, as part of the clinical efficacy information, the outcomes required for the evaluation of intervention efficacy. Therefore, the present author is currently carrying out a study based on a proposal to establish an Injuries/Diseases Medical Treatment, Nursing, Health, and Welfare database, centered on local governments (referred to below as the "study on the Injuries Medical Treatment, Nursing, Health, and Welfare database"; Figure 4 ).
As part of the study on the Injuries Medical Treatment, Nursing, Health, and Welfare database, the database system component-that is, the "time-series outcome of cross-sectional follow-up in specialized fields" for injuries/diseases, including disability health and welfare information, has been termed in the present manuscript as the "Prognosis/Outcome Information System, " because it is considered that, in general, information included in this Prognosis/Outcome Information System relates to patients and/or other affected parties themselves. Both "prognosis" and "outcome" Open Access 6 in this context refer to progression along the temporal axis, but the former indicates a progression from a starting point while and the latter indicates a progression from an intermediate or finishing point. Considering these perspectives, progression that is determined when a physician or other healthcare service provider examines a patient is usually termed as the "outcome. " Thus, it is considered that the data in the Prognosis/ Outcome Information System will be useful for medical care providers and administrative policy planners. On the other hand, with reference to the point of view of the progression required, according to patients and/or other affected parties themselves, there may be an overwhelming demand for prognostic information. In other words, from a patientcentered perspective-that is the desire for creating a better quality of life, notwithstanding various difficulties that may be experienced-the required progression information probably always relates to the prognosis rather than the outcome. For example, if a patient chooses to undergo treatment, it is generally understood that the physician usually provides detailed information about the treatment method and prognosis (Figure 1 ). Of course, at the initial stage of establishment of the Prognosis/Outcome Information System, much of the information included will be individual outcome information, and most of it is likely to be information that is useful for healthcare service providers and administrative policy planners. However, in the case of, for example, the US Rare Disease Patient Registry, which is equivalent to the Japanese Incurable Disease Registration, the registry is primarily the responsibility of the relevant patients' association, and the national government merely provides technical support [29] . Further, in the US Rare Disease Patient Registry, registered patient data are anonymized and collected in the Global Rare Disease Patient Registry and Data Repository with registrations made on a single-patient basis, using a Global Unique Identifier (GUID) for each patient, as defined by the National Institutes of Health. Thus, information about a single patient can be pulled out of the database by matching the name with the GUID. In Japan, too, although the Refractory Disease Patient Register is still centered on data entered by the government, professional and academic organizations, and research groups, in recent years, patient's associations have started getting involved in this process [33] .
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A Proposed "Definition of Health" for a Mature Society
In 1948, the WHO charter defined "health" as "a state of complete physical, mental, and social well-being and not merely the absence of disease or infirmity" [34] . The Japanese translation of this definition has been used in Japan. Subsequently, the WHO proposed the following new definition of health in 1998: "Health is a dynamic state of complete physical, mental, spiritual, and social well-being and not merely the absence of disease or infirmity" [35] . Though the executive board of directors adopted the proposal at a general meeting, this definition was passed without careful deliberation. In Japan, there was no Japanese equivalent for the new "dynamic" and "spiritual" definition by the WHO, and the definition from 1948 continued to be used.
However, the global trend in health has changed greatly since 1948. Huber et al. [36] argued that "the definition of health by the WHO, of complete well-being, does not suit the objective any longer considering the increased number of chronic diseases" and proposed moving the focus on the ability to adapt and self-manage in the face of social, physical, and emotional challenges. People face various social, physical, and mental "challenges" throughout their lives, and, as a result, some may spend the rest of their lives with "disabilities. " Under such circumstances, it is important to shift the "definition of health" to the ability to "adapt and self-manage" in a care-centered mature society. At least, while the traditional definition of "complete well-being" appears to exclude people with disabilities and chronic diseases from the concept of "health, " the proposal by Huber et al. appeared to include these people.
Consequently, the concepts excluded from the "definition of health" do not reflect the health policy of Japan. Considering this aspect, a "definition of health" to stipulate the "target, scope, and direction" of health policy is important for not only developed countries but also other countries worldwide. With health and economic differences between countries, there could be a "unique 'definition of health' for each country. " Considering this, we review the discussions in previous sections of this paper and propose that, in Japan's "care-centered mature society, " the "image of health" that is, the notion that "despite 'social, physical, and mental challenges' such as the disabilities acquired from trauma, quality of life can be maintained and that one 'is able to' self-manage and aim for "self-actualization" is added to the future "definition of health. "
Conclusion
• In connection with changes in disease burden and social security, the Japanese healthcare and social security systems demand a switch from a focus on "curing" to "supporting. "
• In future, as with the Cancer Registry, Incurable Disease Registration, and so on, with respect to injuries, including sequelae due to external injuries, it will be necessary to attempt to provide sufficient evidence contributing to and supporting health policy in Japan. With reference to regional comprehensive care systems, to achieve a switch to evidence-based health policy, the following outline, which is being tackled by the present author, was introduced: A study on "regional model development" based on the proposed establishment of the "Injuries/Diseases Medical, Nursing, Health, and Welfare database" centered on local governments.
• In care-focused mature societies such as Japan, the following concept needs to be included in the definition of health: Considering the disease burden and various other "social, physical, and psychological problems, " health pertains to maintaining the patient's quality of life, enabling his/her control over his/her own life, offering things that he/she can do him/herself, and fostering his/her self-actualization.
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